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Epidemiologic Notes and Reports 





Prevalence of Cytomegalovirus Excretion 
from Children in Five Day-Care Centers — Alabama 


Recent studies have been done in Birmingham, Alabama, to determine the prevalence of 
cytomegalovirus (CMV) infection among attendees of day-care centers. Samples of urine and 
saliva from children attending five day-care centers were tested for CMV by viral isolation be- 
tween March and June 1984 (Table 1). A culture was obtained from each child on a single oc- 
casion at both sites in almost all cases. Prevalence of serum antibody to CMV among parents 
and day-care center workers was determined using a commercial enzyme immunoassay. Cen- 
ters A, B, and C served mainly middle-income families; centers D and E served primarily low- 
income families. Although excretion rates varied among the centers, each center had children 
who were shedding virus. Centers A, B, and C had at least one age cohort with greater than 
50% excretion. A small number of children under 3 years of age had CMV in saliva and not in 


urine. Thus, the percentage of children with excretion from either site for the respective cen- 
ters was 49% (A), 40% (B), 32% (C), 9% (D), and 13% (E). Frequency of viral excretion was 


TABLE 1. Isolation of CMV from mouth swab (M) and urine (U) specimens from children 
in five day care centers*— Alabama, March-June 1984 





Day-care center and source of culture 
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“Results are number of children positive/total number of children tested (%) 
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lower in both urine and saliva specimens from children in the lower socioeconomic centers. 
Questionnaires completed by parents provided past medical histories and histories of recent 
iliness. One 3-year-old in center B had congenital CMV infection proven by viral isolation at 
birth. No children had histories of mononucleosis-like illness, and there was no association be- 
tween any specific acute illness during the preceding 6 months and CMV excretion at the time 
of the study. Previous CMV studies have found infection rates for preschool-aged children in 
the United States to range from approximately 5% to 30% (7). Serologic results revealed that 
50%-100% of workers from each day-care center had antibody to CMV, as did 56%-88% of 
parents (Table 2). These data indicate that CMV infection is common among young children 
in day-care centers. 

Reported by C Hutto, MD, RE Ricks, RF Pass, MD, Dept of Pediatrics, University of Alabama School of 
Medicine, Birmingham; Div of Viral Diseases, Center for infectious Diseases, CDC. 

Editorial Note: Public awareness that maternal primary CMV infection during pregnancy can 
result in damaging fetal infections has increased in recent years. Although little is known 
about how CMV is transmitted in the community, it does not appear to be highly contagious. 
Acquisition appears to require close or intimate contact with persons who are excreting CMV 
in their urine, saliva, or other secretions. CMV can also be transmitted via blood transfusions, 
breast milk, sexual intercourse, and transplanted organs (2-6). 

Studies have shown that infants and children acquire CMV infection from other children or 
from their mothers either in utero, at birth, or during the perinatal period (7,8). Intrauterine 
CMV infection is the most common of all recognized intrauterine infections, occurring in an 
estimated 0.4%-2.3% of all live births, and it can have a variable outcome. It may result from 
either primary maternal infection acquired during pregnancy or from a recurrent infection 
(reactivation) or reinfection in a seropositive woman (9). Current evidence indicates that most 
but not all symptomatic congenital CMV infections result from primary infection of the 
mother. In the United States, 35%-90% of women (depending on race and socioeconomic 
status) entering their childbearing years are seropositive, and thus, they are not susceptible to 
primary CMV infection (9) 

CMV infection is endemic in the community, and infection in childhood is common and 
usually asymptomatic. Previously published results from a longitudinal study of children in a 
day-care center indicate that the majority of children acquired CMV after joining the center 
and that the estimated cumulative infection rate may reach as high as 80% for children during 
their second year of life (7). Excretion of CMV has persisted for months to years in most of 
the children studied at that center, as it does in congenital CMV-infected children. Another 
study comparing point prevalence rates of CMV excretion in urine and saliva of children at- 
tending infant development centers for the developmentally delayed and those in day-care 
centers demonstrated that urinary excretion occurred in 22% of children in both types of cen- 
ters (70). Since CMV infection appears to be endemic in the day-care setting, there is very 


TABLE 2. Proportion of seropositivity to CMV among day-care workers and parents of 
children in five day-care centers — Alabama, March-June 1984 





Day-care center 





A B c D E 
Workers 17/34 (50%) 11/14 (79%) 16/17 (94%) 12/13 (92%) 4/4 (100%) 





Parents 60/107 (56%) 45/80 (56%) 45/69 (65%) 38/43 (88%) 11/15 (73%) 
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little justification for excluding a child from these settings because the child is known to be ex- 
creting CMV (77-73) 

Unfortunately, concern over the risk of acquiring CMV infection from children known to 
have congenital infection has led to placement of unwarranted restrictions in some communi- 
ties on the participation of these children in public programs, such as day care, schools, and 
even intervention programs for the developmentally disabled. The risk of exposure from a 
child with congenital CMV infection is minimal, compared to the unavoidable exposures to 
the many healthy children in the general population who are unrecognized excretors of CMV. 
The risk of spread of CMV infection to child-care personnel, particularly women of childbear- 
ing age, is not fully known. Until more data are available on occupational infections and the 
potential risk of exposure to pregnant workers, female employees in their reproductive years 
should be informed that a significant percentage of infectec children may be present in any 
child-care setting, and that care for any infants and children should include hygienic measures, 
such as washing hands after each contact with urine and respiratory-tract or other potentially 
infectious secretions and careful handling and disposal of diapers and other articles known to 
be contaminated with urine or other secretions (2, 11-14). 

Routine serologic testing of pregnant women who take care of children in institutions is 
not currently indicated because: the extent of risk is not currently established; testing facilities 
are not readily available; and the significance of antibody titer in a single test is difficult to in- 
terpret (2, 12-14). Also, it is not known whether the risk of primary CMV infection would be 
appreciably reduced by identifying seronegative women and transferring them to areas where 
there is less contact with infants and children (77,74). Until further data are available, the 
most practical means by which pregnant women or women planning pregnancy can prevent 
acquiring CMV is rigorous, good personal hygiene throughout pregnancy, particularly in any 
setting where frequent, close contact with infants and children occur. 
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Measles in an immunized School-Aged Population — New Mexico 


From February 10, to April 15, 1984, 76 cases of measles were reported in Hobbs, New 
Mexico. Sixty-two cases (82%) were serologically confirmed. The outbreak began in one 
junior high school and spread through the community (Figure 1). Forty-seven cases (62%) oc- 
curred among students attending Hobbs Municipal Schools. Cases occurred in the first, 
second, and fifth to 12th grades and spread through seven schools. Twenty-nine (62%) of 
the patients attended the seventh through ninth grades, and nine (19%) attended the 10th 
through 12th grades. The attack rate was 0.6% for the entire school system and 3.8% for the 
index junior high school. The school system reported that 98% of students were vaccinated 
against measles before the outbreak began. The outbreak was eventually controlled by ex- 
cluding unvaccinated students from school and by aggressive case follow-up to identify sus- 
ceptible contacts. A case-control study was conducted to determine risk factors for measles 
in this highly vaccinated school-aged population. 

One control matched for sex, grade, and school was randomly selected for each of the 47 
students with measles. Parents were interviewed to determine the vaccination history of each 
child. Controls were confirmed not to have had a rash illness during the outbreak. Vaccine 
providers named by the parents were contacted to verify the immunization histories furnished 
by the parents. 

FIGURE 1. Measles cases, by date of onset — Hobbs, New Mexico, January 22 - 
April 22, 1984 
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All but one of the 47 patients and all the controls had histories of measles vaccination. 
Among the 43 patients and 39 controls who had received one dose of measles vaccine, no 
association was found between measles vaccine failure and time since vaccination, vaccina- 
tion before 15 months of age, or type of vaccine administered. Measles patients, however, 
were significantly less likely to have a measles vaccination record that could be documented 
by a provider (Table 3). Both patients and controls vaccinated in New Mexico were significant- 
ly more likely to have provider verification than were patients or controls vaccinated outside 
New Mexico. 

Comparison of the 20 measles cases (19 serologically confirmed) and 30 controls with 
provider-verified immunization records demonstrated that measles vaccine failure was not as- 
sociated with time elapsed since immunization. However, vaccine failure in this population 
was significantly associated with vaccination at 12-14 months of age (Table 4). The risk of 
measles for children vaccinated at 12-14 months of age was 4.7 times higher than for per- 
sons vaccinated at 15 months of age or older. However, when lack of provider verification is 
considered as a risk factor along with age at vaccination, more cases were associated with 
the former risk factor (odds ratio 6.4) than with vaccination at 12-14 months (odds ratio 4.7). 
Reported by J Kernan, MD, EB Burke, MD, TJ Gerend, MD, TG McCormick, MD, Hobbs, D Tabor, Hobbs 
Municipal School District, R Lucero, D Esquibel, T Salazar, Immunization Program, M Powell, R Steece, 
Scientific Laboratory Div, J Montes, P Hayes, Epidemiology Office, H Hull, MD, State Epidemiologist, 


New Mexico Health and Environment Dept; Div of Field Svcs, Epidemiology Program Office, Div of Im- 
munization, Center for Prevention Svcs, CDC. 


Editorial Note: Several important issues related to measles contro! are raised by this out- 
break. The first concerns the age distribution of patients— 62% of school-aged patients were 
in grades 7-9. This age-specific distribution is consistent with 1984 national surveillance data 
and represents a change from 1983 (7). The reason for this shift is unknown. 


TABLE 3. Verification of measles immunization records for single vaccinees — Hobbs, 
New Mexico, 1984 





Verification status No. cases (%) No. controls (%) p value 





Provider record confirmed 20 (46.5%) 30 (76.9%) 0.01 
Parent-held vaccination record 14 (32.6) 7 (17.9) 

Parents’ written record 5 (11.6) 2 (5.1) 

School record only 1 (2.3) 0 (0) 

No record found 3 (7.0) 0 (0) 


Total 43 (100) 39 (100) 





TABLE 4. Risk factors for measles susceptibility — Hobbs, New Mexico, 1984 





No. cases (%) No. controls (%) Odds ratio 95% C.l. 





Lack of provider 
verification 23 (53.5) 9 (23.1) 6.0 2.2-16.7 


Age at vaccination 
< 12 mos 1 (2.3) 0 (0) 


12-14 mos 8 (18.6) 4 (10.3) 
15 mos 11 (25.6) 26 (66.7) 


Total 43 (100) 39 (100) 
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The New Mexico data suggest that some of the problems may relate to inaccurate school 
records. Vaccination histories could only be verified with providers for 49% of the 47 patients 
studied. This outbreak demonstrates that provider-verified records had the highest correlation 
with protection. If provider verification had been required, 23 (49%) of the 47 cases might 
have been preventable, since patients would have had to be vaccinated or revaccinated to 
remain in school. Further studies are needed during similar outbreaks to evaluate the validity 
of school records. The current measles elimination strategy, which ernphasizes measles im- 
munity requirem-nts for school entry, has been successful in keeping measles occurrence 
near record low levels, suggesting that records in most communities are accurate. 

When all patients and controls are analyzed, no differences in risk for developing measles 
between groups could be found for age at vaccination. However, when only patients and con- 
trols with provider-verified records were analyzed, there appears to be an increased risk for 
children vaccinated at 12-14 months, compared with children vaccinated at 15 months of 
age or older, a finding that has been described previously (2). The Immunization Practices Ad- 
visory Committee (ACIP) does not routinely recommend revaccination of children initially vac- 


(Continued on page 59) 





; 


TABLE |. Summary— cases of specified notifiable diseases, United States 





4th Week Ending Cumulative, 4th Week Ending 


Jan. 28 Median Jan. 26 Jan. 28 Median 
1984 1980-1984 1985 1984 1980-1984 











Acquired immunodeticrency Syndrome (AIDS) 356 280 N 
Aseptic menungitrs 254 337 
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Post-infectious 
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Type 8 
Non A. Non B 
Unspecified 
Legronetiosss 
Leprosy 
Malana 
Measles. Total” 
indigenous 
imported 
Meningococcal infections Total 
Crwthan 
Mibtary 
Mumps 
Pertussis 
Rubetia (German measies) 
Syptuks (Prumary & Secondary) Crvihan 
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Toxic Shock syndrome 
Tuberculosis 
Tularerma 
Typhoid fever 
Typhus fever, tick-borne (RMSF) 
Rates. arumal 79 100 165 








TABLE Il. Notifiable diseases of low frequency, United States 








Cum 1985 Cum 1985 
| ee 
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Botulism Foodborne Poliomyelitis Total 
infant Paralytic 
Other - Psittacosis 

Brucetiosis Rabies, human 

Cholera Tetanus (Ga 1) 

Congenital rubella syndrome - Trichinos:s 


Dipnthena Typhus fever, flea-borne (endemic, murine) 
Leptospirosis (N.C 1) 4 














“All of the reported cases for this week were imported from a foreign country or can be directly traceable to a known internationally imported 
case within two generations 





Vol. 34/No. 4 MMWR 


TABLE Ill. Cases of specified notifiable diseases, United States, weeks ending 


January 26, 1985 and January 28, 1984 (4th Week) 
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TABLE Il. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
January 26, 1985 and January 28, 1984 (4th Week) 





Measies (Rubeola) Menin 
Malana gococcal Mumps Pertussis Rubella 
indigenous imported * Total | infections 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
January 26, 1985 and January 28, 1984 (4th Week) 
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TABLE IV. Deaths in 121 U.S. cities," week ending 
January 26, 1985 (4th Week) 





All Causes. By Age (Years) 
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* Mortality data mm thus table are voluntarily reported from 121 cities in the United States. most of which have populations of 100,000 or 
more A death is reported by the place of its occurrence and by the week that the death certificate was filed Fetal deaths are not 
mcluded 

* Pneumoma and infiuenza 
Because of changes im reporting methods in these 4 Pennsyivama cities. these numbers are partial counts for the current week Com 
plete counts will be avaiable in 4 to 6 weeks 
Total includes unknown ages 
Data not avaiable Figures are estemates based on average of past 4 weeks 
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cinated between 12 months and 14 months of age, because protection of this group appears 
to be high (80%-95% or higher). 

While children vaccinated at 12-14 months of age appear to be at greater risk of develop- 
ing measles than those vaccinated at 15 months of age or older, no evidence currently exists 
to suggest that they are capable of sustaining transmission in the absence of other risk fac- 
tors. Consequently, routine revaccination of children vaccinated between 12 and 14 months 
is not warranted. However, such revaccination might be considered in outbreak situations 
where measles is sustained and other risk factors cannot be identified. The present measles 
elimination strategy has been successful in eliminating measles from most of the country. 
References 
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Performance of Laboratories 
in Testing for Rabies Virus — United States 


In response to a recommendation by the Executive Committee of the Association of State 
and Territorial Public Health Laboratory Directors for an external assessment of the current 
status of rabies testing, a special laboratory performance evaluation and training exercise was 
developed at CDC. The objective of the performance evaluation component was to detect 
problems in performing the fluorescent rabies antibody (FRA) test so that immediate on-site 
assistance could be directed to laboratories needing consultation or training. This approach to 
problem identification and resolution has been termed, “Competency Assurance Through 
Monitoring and Assistance (CATMA).” The exercise was designed to consist of an initial ship- 
ment of 10 slides, with duplicate brain impressions on each slide, and a second shipment of 10 
slides to only those participants who reported results that were not in agreement with the ex- 
pected results of the initial shipment. Rabies virus was inactivated by gamma radiation (7-2), 
so no infectious materials were distributed. 

A total of 136 public health laboratories were enrolled in the program: 46 main state 
health department laboratories, 41 branch or regional state health department laboratories, 
38 county health department laboratories, six city health department laboratories, and five 
state university veterinary laboratories. One hundred twenty-nine (95%) of the 136 laborato- 
ries participated in the first shipment. 

Performance evaluations were based on the interpretation (positive or negative) reported 
for each sample by four CDC reference laboratories. Full credit was given for each interpreta- 
tion agreeing with the reference laboratories’ interpretations, and no credit was given for inter- 
pretations that were in disagreement. Participants who reported interpretations (in the initial 
or repeat shipment) for all samples that were in agreement with the reference laboratories’ in- 
terpretations were awarded a certificate of achievement. In the repeat shipment, participants 
who reported one or more interpretations that did not agree with the reference laboratories’ 
interpretations were contacted and offered on-site consultation and training services by either 
CDC or state laboratory personnel. After the consultation and training, participants were given 
the opportunity to examine another set of slides from CDC and receive certification, if 
successful. 

The initial shipment of slides was made on October 18, 1983, and consisted of two con- 
trol slides (one strongly positive and one negative) and unknown slides (three strongly posi- 
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tive, two weakly positive, and three negative). A follow-up shipment to 41 participants who 
reported discrepant results in the first shipment was made on January 17, 1984. The latter 
shipment consisted of two control slides (one strongly positive and one negative) and un- 
known slides (one strongly positive, four weakly positive, and three negative). The reference 
laboratories reported discrepant results with one of the weakly positive slides at the time of 
shipment; therefore, participants were not held responsible for their interpretations with this 
sample. in the initial shipment, 41 (32%) of 129 participants reported discrepant results 
(Table 5). Six (15%) of these 41 participants reported discrepant results in the repeat exercise. 
In the initial exercise, 34 participants reported one discrepant result; six reported two; and 
one reported three discrepant results. In the repeat exercise, three participants reported one 
discrepant result; two reported two, and one reported four discrepant results. 

A review of the discrepant results from both shipments, by type of sample, showed that 
one negative report of 428 reports for the four strongly positive samples represented approxi- 
mately 2% of the discrepant reports and 0.2% of the reports for strongly positive samples. 
Thirty-eight negative discrepant reports out of 381 reports for the five weakly positive sam- 
ples accounted for 63% of the discrepant reports and 10% of the reports for the weakly posi- 
tive samples. Of the 500 reports for the six negative samples, 21 discrepant positive reports 
represented 35% of the discrepant reports and 4% of the reports for negative samples. The 
overall results were as might have been anticipated: the major problem identified was calling 
weakly positive samples “negative”; the next was calling negative samples “positive.” A sum- 
mary of the number and percentage of laboratories reporting any interpretations in disagree- 
ment with the expected results by the type of laboratory is presented in Table 6. 

The data in Table 7 demonstrate how improvement in the performance of the FRA test 
might be measured by using sensitivity, specificity, predictive values, and efficiency as mea- 
sures. Since no data were readily available on the actual incidence of rabies among animals in 
the United States, for the purpose of the demonstration, incidence in a suspected group was 
used. The incidence (9,247 reported rabies cases per 100,000 specimens tested) was deter- 
mined with data from the CDC Rabies Surveillance Annual Summary for 1980-1982 and 
data from the CDC Consolidated Annual Report on State and Territorial Public Health Labo- 
ratories for fiscal year 1981. Test results from the group of laboratories reporting discrepant 
results in the initial shipment and those from laboratories participating in the repeat shipment 
were used in the calculations. The sensitivity (incidence of true positive results obtained by a 
test for a population known to have the disease or condition) of the FRA test in the initial ship- 
ment was 84% (Table 7); this figure increased to 96% in the repeat shipment. Specificity (the 
ability of a test to give a negative result in the absence of disease) of the test was 94% in the 
initial shipment and 97% in the repeat shipment. The predictive value of a positive test (the 


TABLE 5. Summary of fluorescent rabies antibody test discrepant results 





Comparison of discrepant results 





initial shipment Repeat shipment 


No. labs participating 129 41 
No. labs with discrepant results (%) 41 (32%) 6 (15%) 





No. discrepant results 3 
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percentage of the positive results that are true positive) was 59% in the initial shipment and in- 
creased to 79% in the repeat shipment. The predictive value of a negative test (the percentage 
of negative results that are true negative) was 98% in the initial shipment and 99% in the 
repeat shipment. Efficiency (the ability of a test to give a positive result on positives and a 
negative result on negatives) of the test went from 93% in the initial shipment to 97% in the 
repeat shipment. The data also demonstrate that a small improvement in specificity of the 
test was accompanied by a large improvement in the predictive value of a positive test. 
Reported by Performance Evaluation Br, Div of Technology Evaluation and Assistance; Laboratory Train- 
ing Br, Div of Laboratory Training and Consultation, Laboratory Program Office, CDC. 

Editorial Note: The organization, planning, and conduct of the exercise represented a 
cooperative effort between CDC’s Laboratory Program Office (LPO) and Center for infectious 
Diseases (CID). The performance evaluation component of the exercise was administered by 
personnel of the Microbiology Section, Performance Evaluation Branch, Division of Technolo- 
gy Evaluation and Assistance, LPO. The consultation and training component was adminis- 
tered by personnel of the Virology Training Section, Laboratory Training Branch, Division of 
Laboratory Training and Consultation, LPO, through the respective state health departments. 


TABLE 6. Summary of results in disagreement with expected results, by type of labora- 
tory 





initial shipment Repeat shipment 





No. No. in No. No. in 
Type of laboratory participants disagreement (%) participants disagreement (%) 





Main state health dept 44 11 (25) 10 1 (10) 


Branch-regional state 
health dept. 39 11 (28) ¢) 


County health dept 12 (34) 1 (8) 
City health dept 3 (50) 3 (100) 


State university veterinary 
laboratory 4 (80) 1 (25) 


Total 41 (32) 6 (15) 





TABLE 7. Demonstration of improvement in performance of the fluorescent rabies anti- 
body test 





Initial Repeat 
shipment (%)* shipment (%) 





Sensitivity 84 96 
Specificity 94 97 
Predictive value of positive 59 79 
Predictive value of negative 98 99 
Efficiency 93 97 





“Based on performance of laboratories in some disagreement with expected results in initial shipment 
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The Production Branch, Biological Products Program, CID, furnished the brain impression 
slides that were distributed to laboratories; other CID personnel served as consultants for the 
exercise 

The CATMA program offers a useful approach for detecting problems and for targeting 
assistance to laboratories identified as having chronic problems with the FRA test. The 
CATMA approach combines the benefits of external quality assessment for a universe of 
laboratories with the economic benefits of immediate training and on-site consultation target- 
ed only to those laboratories needing these services for maintaining competency in perform- 
ance of the FRA test. 

On-site consultations revealed a variety of technical deficiencies that could be traced to: 
(1) failure to follow recommended procedures; (2) insufficient quality control of reagents and 
of the actual test performance; (3) use of fragmented or incomplete protocols; (4) use of in- 
adequate or obsolete microscopes; and (5) tests performed by insufficiently trained staff. In 
most instances, 2 days’ consultation with a CDC staff member using unknown specimens 
was sufficient to identify the various problems and help the staff begin corrective action. A 
special remedial continuing education program was then conducted by means of mailed 
specimens and written consultations; this program enabled all laboratories receiving CDC 
assistance to achieve an acceptable level of performance on their second set of slides. The 
performance of the rabies test is essential for patient management, and all training provided 
was based on CDC-recommended procedures (3-5). 
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Update: influenza Activity — United States 


Since January 22, 1985, 11 additional states (Alabama, Arkansas, Connecticut, Georgia, 

Kentucky, Maryland, Michigan, Mississippi, Ohio, South Carolina, and West Virginia) reported 
isolations of type A(H3N2) influenza viruses, for a total of 37 reporting states this season 
Figure 2 illustrates the increases in virus isolations, patient visits to sentinel family physicians 
for influenza, and pneumonia and influenza (P&I) mortality in 121 cities reported from national 
surveillance systems since the beginning of the year. 
Reported by G Kobayashi, Hawaii Dept of Health; R Webster, PhD, St Jude Hospital, Memphis, P Wright, 
MD, M Kervina, MS, Vanderbilt University, Nashville, S Fricker, MPH, Tennessee State Dept of Health & 
Environment; N Swack, PhD, lowa Dept of Health; R Belshe, PhD, Marshall University, Huntington, West 
Virginia; A Monto, PhD, University of Michigan, Ann Arbor; D Smith, T Munro, MS, RK Sikes, DVM, State 
Epidemiologist, Georgia Dept of Human Resources; Montgomery County Health Dept, Alabama; State 
and Territorial Epidemiologists; State Laboratory Directors; Other collaborating laboratories; Participating 
physicians of the American Academy of Family Physicians, Statistical Svcs Br, Div of Surveillance and 
Epidemiologic Studies, Epidemiology Program Office, Influenza Br, Div of Viral Diseases, Center for Infec- 
tious Diseases, CDC 


Editorial Note: Reports of virus isolations, patient visits for influenza-like illness reported by 
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family physicians, and P&I statistics from 121 cities are useful in providing an overview of the 
period of prevalence of influenza in the nation and for broad comparisons of the relative im- 
pacts of different influenza strains. These reports do not represent the actual number of cases 
in the nation, nor can they be extrapolated to determine the incidence of influenza on a nation- 
al or local level. This year’s preliminary observations of apparent increases in the number of 
deaths from P&l are consistent with a general pattern that type A(H3N2) viruses are more fre- 
quently associated with severe illness among the elderly than type A(H1N1) or type B influen- 
za, which were responsible for most activity last year and in 1981-1982. in 1982-1983, 
when influenza A(H3N2) viruses last predominated, their impact on mortality may have been 
reduced, since the strains were similar to those causing the 1980-1981 epidemic. However, 
even though this year’s strain (A/Philippines/2/82) has not previously circulated to any great 


extent in the United States, it is not possible to predict what the final extent of this year’s ac- 
tivity will be. 


FIGURE 2. indicators of influenza activity, by week — United States, 1984-1985 
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Laboratory Diagnosis of Influenza’ by Virus Isolations 
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“Reported to CDC by approximately 125 physician-members of the American Academy of Fa nily Physi- 


cians. A case was defined as a patient with fever 37.8 C (100 F) or higher and at least cough or sore 
throat 





tReported to CDC from 121 cities in the United States. Pneumonia and influenza deaths include all 
deaths where pneumonia or influenza is listed as a cause of death on the death certificate 
SReported to CDC by WHO Collaborating Laboratories (including military sources) 
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